EXAMINATION QUESTIONNAIRE (Please print)

Page 1.

Client Name: Date:
Date of Birth: Sex: Height: Weight:
Referring Case Manager’s Name: Phone:
CSB: Case Manager’s email address:
Is Client COOPERATIVE or UNCOOPERATIVE for dental services? (Please circle one)
Residential Provider: Contact: Phone:
Residential Address: City: Zip:
Guardian/LAR/AR: Phone:
In the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
1. Has there been any change in your general health within the past years?.........ccccocovieiinvciice s Yes No
2. My last physical examination was on
3. Are you now under the care of & PhYSICIAN?. ... e e Yes No
If so, what is the condition being treated
4. The name and address of my physician(s) is
5. Have you had any serious illness, operation, or been hospitalized in the past 5 years?........cccccocevvevvvvevensnnnne, Yes No
If so, what was the illness or problem?
6. Are you taking any medicine(s) including non-prescription MediCiNe?..........c.ccovvveieeiecieie e Yes No
If so, what medicine(s) are you taking?
7. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial valves, including heart murmur or rheumatic heart disease.... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary
occlusion, high blood pressure, arteriosclerosis, stroke).......c.cceeeviiiiiiiiiiiiiiiiiiiiiiiiiiiiinennnn Yes No
1. Do you have chest pain UPON EXEFTION?.........cov it en e ereenes Yes No
2. Are you ever short of breath after mild exercise or when lying down?...........cccceovevevv e e, Yes No
3. DO YOUE ANKIES SWEII? ...t bbbt b e e nr b e et se s Yes No
4. Do you have iNborn heart defeCtS?.... ..o e Yes No
5. D0 you have @ cardiaC PACEMAKEI?...........ciiiiirieie ettt senens Yes No
O N | 1 o Yes No
Ao SinUS troUDIE. ..cviiiiiiiiiiiiiiiiiiiiiiiiiiiiitiiiiettatirteettatsassesssasssssssssssnsssnssnssessssssnsosnsnn Yes No
€. ASthma or hay feVer...ccccveiiuiiuiiiiiiiiiiiiiiiiiiiiiiiiiiitietietiiitettatsatesassssssssssssessssssnsonsssssnnnees Yes No
f. Fainting Spells OF SCIZUIeS.....couviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiciiici e eteetaeeeaeenaenn. Yes No
e DHAD S v tiiniiiiniiiiiiiiiniiiiiiieiiiiaieinitetaseseetessstsssstsnsosnstosssscssnssssssssnssssassssnsosassssnsssnnse Yes No
i. Hepatitis, jaundice, or liver diSease........ccceiuviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitieeeieeeeneenenns Yes No
Jo AIDS or HIV INfeCtion...c.couvniiniiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieiiieiieieiaeteeeinetassecacnecascncannes Yes No
K. Thyroid problems......ccovieiniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitiitietitiettettiaeiaeaeiattasstiasssensscnns Yes No
I. Respiratory problems, emphysema, bronchitis, etc..........ccovuvuieieiiiiiiiiiiiiieieiiiiiiiiiiiirneneen Yes No
m. Arthritis or painful SWollen JOINtS.......ooevieiiiiieiiiiiiiiiiiiieiieiiniiiecietietssecessosssesssssssscnssn Yes No
n. Stomach ulcer or hyperacidity.....ccoovveiiuiiiiiieiiniiiiiiiiiiiiiieiieiiiecietsatseessstssscssssasssssssscnnn Yes No
0. Kidney trouble....c.coviiuiiniiieiiniiiiiieiiniiiiiieiieriiecinississessasossssssssssssssssssssssssssssssssssssssssssss Yes No
Pr TUDEICUIOSIS . cueueiniiniiiniiniiiiiitiiiiiiiiniinieeetatseresassasosssssssnssssosasssssssssnsssssssssnssnsossssnsssne Yes No
q. Persistent cough or cough that produces blood..........cccoivuiiieiiniiiiiiiiiiiiiiiieiiiiiiiiiiecenisnieses Yes No
r. Persistent swollen glands in NECK......cooeiiuiiniiieiiiiiiiiiiiiiiiiiiniiiiiieeinisniceetsersnsssnssnssssssnssnsnn Yes No
S. LOW DIOOA Pressure....cuvieieiiiiiiiiiiiiiiiiiiiieiieiiieiitieieittieteiatetatiscacescescsssncsssacsscsssnsnnnnss Yes No
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t. Sexually tranSmMitted iSEASE. .eueurerietiernrareriererarnteretreiesnsesersssssnsasessssssasassssssssasasassssssnsas Yes
u. Epilepsy or other Neurological diSEaSE....ieieerererereirerurerreriernrarereesesacressssesssnsossssacasesssnses Yes
V. Problems with mental health.......ccceeeininiiiiiiiiiiiiiiirririreirrrreterererrtesnenesacesasens Yes
LT 2B O U o Yes
X. Problems of the iMmMUNE SYSTEM ... eueieiiiiiiniiiieiieiereteteeteiarrersssesasesesessscasassssssssnsassssssnns Yes
8. Have you had abnormal BIEEAING?.........vci ittt st rene e eneans Yes
a. Have you ever required a blood transfuSiON:....ceceeeeererereenrereeeeiecneereeeesecessescacasesesesascacnns Yes
9. Do you have any blood disSorder SUCh @S @NBMIA?.........ccceiuiireieiiiie it e e e nnens Yes
10. Have you ever had any treatment for a tumor or growth?..........ccccevii e e Yes
11. Are you allergic or have you had a reaction to:
T (oo | I g 1o g 1= (o TR Yes
b. Penicillin or other antibDiotiCS....oieiiiiiuieiuiiiiiiiiiiiiiiiii s s esaes Yes
C. SUIE UGS eieieiniiiieinrnietieretnratetertesecatersrsssasesessssssnsasessssssnsasessssssssnsessssnsasesssssssonsssess Yes
d. Barbiturates, sedatives or SIeeping PillS...ceueeeeiereieriieiiiieieinieieieeiesnrrersssnsaserossssscasassssssnns Yes
LT AN o] | ] o TR Yes
LT 0 N Yes
0. COdEINE OF OTNEr NAKCOTICS. e ueuenentrereinenrereeeeiasneereesecncnsasesescnsnsassssssssnsesessssnsnsessssssscnsnseses Yes
T O] 4T PPN Yes
12. Have you had any serious trouble associated with any previous dental treatment?..........ccccccoceviiiviieneennn, Yes

If so, explain:

13. Do you have any disease, condition, or problem not listed above that you think I should know about?....... Yes
If so, explain:

14. Are you Wearing CONTACT IBNSES?..... .ottt b e bbb eb et Yes
15. Are you wearing removable dental applianCes?...... ..o Yes
16. What is your chief dental complaint?

Women:

N (oY (o TU N o] T | g T- 1 o | O PPV P PRSP Yes
18. Do you have any problems associated with your menstrual period?...........ccccccoieiiieiienicii i Yes
S =Y o U 0101 Vo ST Yes
20. Are you taking birth CONTIOL PIlIS?.......c.ooviiiiiiii ettt Yes

THIS TWO PAGE FORM MUST BE FILLED OUT ENTIRELY WITH NO
QUESTIONS LEFT BLANK. A COMPLETE LIST OF CURRENT MEDICATIONS

(PRESCRIPTION AND NON-PRESCRIPTION) MUST BE PROVIDED.
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I certify that I have read and understood the above. | acknowledge that my questions, if any, about the inquires set forth
above have been answered to my satisfaction. | will not hold my dentist or any other member of his/her staff responsible for

any errors or omissions that I may have made in the completion of this form.

Signature of Client or Authorized Representative/Legal Guardian Date
Signature of Dentist Date
Signature of Anesthesiologist Date

Notes/updates:




